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Hans H. Reese, M.D. (University of Kiel, 
1917) and Joun G. Friscu, D.D.S. (Mar- 
quette University, School of Dentistry, 
1922) are co-authors of a report on the 
progress being made in one branch of po- 
liomyelitis research. Doctor Reese, a pro- 
essor of neurology at the University of 
Wisconsin, is also co-author of the YEAR- 
BOOK OF NEUROLOGY, PSYCHIATRY, AND EN- 
DOCRINOLOGY. Doctor Frisch has been a 
member of the Wisconsin State Fluorine 
Committee for three years and Chairman 
of the Dane County Dental Society Flu- 
orine Committee for two years. He is the 
author of FLUORINE AS AN INHIBITOR OF 
Dental Decay, J. Wisconsin D. Soc. 
(October) 1944 and A ComPaRATIVE STUDY 


bout Owe 


CONTRIBUTORS 


OF THE INFLUENCE OF FLUORIDES ON DEN- 
TAL Decay, J. Wisconsin D. Soc. (Septem- 
ber) 1945. 


Emmons S. Cor, D.D.S. (University of 
Illinois, College of Dentistry, 1921) is a 
general practitioner. The information he 
presents on sharpening dental instruments 
is of value to all dentists. 


Wuuiam I. Ocus, D.D.S. (George Wash- 
ington University, 1917) in this issue con- 
cludes a series of four articles on electro- 
surgical techniques in dentistry. He illus- 
trates the use of the electric knife in the 
correction of alveolar ridges. 


Sipney S. Jarre, D.D.S. (Georgetown Uni- 
versity, School of Dentistry, 1905) is en- 
gaged in the practice of denture prosthesis. 
He has written for the Dicest previously 
and is the author of two chapters in Nich- 
ols’ ProstHetic Dentistry. The current 
contribution describes his latest technique 
for full denture construction. It utilizes 
the plain line articulator and is of special 
interest in being less time-consuming than 
other techniques. 


Copyright, 1946, Dental Digest, Inc. See page 364 for Subscription Data, etc. The magazine is mailed on the fifteenth of the month of issue. 
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The Carious Tooth as a 


Portal of Entry for Poliomyelitis: A Progress Report 


HANS H. REESE, M.D. and JOHN G. FRISCH, D.D.S., Madison, Wisconsin 


A professor of neurology at the 
University of Wisconsin and a 
practicing dentist collaborate 
here in a study of the role of 
dental caries in poliomyelitis. 
They supplement the valuable 
studies of other investigators 
with further important evidence 
that the carious tooth is a possi- 
ble portal of entry for the polio- 
myelitis virus. 

To support their theory, Doc- 
tors Reese and Frisch present 
statistical data on the compara- 
tive incidence of poliomyelitis in 
fluoride and non-fluoride com- 
munities. 

We are grateful to be able to 
offer this timely report with its 
suggestion of a possible pre- 
ventive measure against a 
“scourge of mankind.” 


ACUTE ANTERIOR poliomyelitis is an 
infectious virus disease. The infective 
agent is an extremely small spheroid 
from 10 to 15 millimicrons in diam- 
eter. The virus specifically affects 
the anterior gray substance of the 
spinal cord and results in mild, or 
severe and permanent changes to 
single or multiple muscles of the 
motor system. The nonparalytic 
forms of the disease are four to eight 
times more common than the para- 
lytic types. What constitutes resis- 
tance in one and tragedy in another 
case depends upon the constitution 
and body resistance of the individual 
and the virulence of the infecting 
medium. 

This disease occurs in epidemic 
cycles, at times of frightening mag- 
nitude (Rockford, Illinois: 202 cases 
in 1945). Peak months are frequently 
earlier in the south than in other 
sections of the country. In the north- 
ern states, the highest incidence oc- 
curs in the months of August, Sep- 
tember, and October. 

For years it was suspected that the 
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polio. virus entered through the ali- 
mentary canal and that the digestive 
tubes were the site of its multipli- 
cation and dissemination. Now it is 
well established that the virus enters 


Fig. 1—Cross section the near the junction. 
Diameter of tubules about 1 micron. Magn. 2000. 

(Figs. 14: From NORMAL HISTOLOGY AND HISTOGENESIS OF THE HUMAN 
TEETH AND ASSOCIATED PARTS by Meyer, Translated by H. R. Churchill.) 


the central nervous system by way of 
its peripheral or visceral nerves. The 
conduction paths may be sensory, 
vegetative, or motor. Clinical eyi- 
dence reveals a high frequency to 


Fig ig. cine section Geena dentinal tubules near sighed and middle third of 
the dentine. Diameter of tubules about 2 microns. Magn. 2009. 
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bulbar infections of the neural axis 
among people submitting to tonsil- 
lectomy or extraction of teeth at the 
time of poliomyelitis epidemics. This 
evidence indicates that surgery ex- 
poses nerve endings which permit 
transmission of the virus toward the 
nuclear cells of the facial, oculomo- 
tor, trigeminal, vestibular, and vagal 
nerves. (The nuclear cell group of 
the cranial nerves is analogous with 
the anterior horn cells of the spinal 
cord. ) 

In 1946, Faber and Silverberg! 
presented a report on eight autopsied 
human poliomyelitis cases in refer- 
ence to the possible pathways to the 
central nervous system. In seven of 
these cases, poliomyelitic involve- 
ment was found in the trigeminal af- 
ferents (V cranial nerve), suggesting 
that “while its peripheral endings are 
not superficial, they might be exposed 
to virus in carious teeth, in pockets 
formed by gingival separation, or 
from trauma to the cheeks, gums or 
palate.” They conclude in the sum- 
mary that the trigeminal nerve is fre- 
quently and heavily involved and that 
the involvement of the gasserian 
ganglia is outstanding. They also sug- 
gest that the pharynx, including both 
its nasal and oral portions, is the 
most important portal of entry for 
poliomyelitic infection. 


Research with Monkeys 


Poliomyelitis research with experi- 
mentally infected monkeys indicates 
that: 

1. The infection may enter the ner- 
vous system by way of non-myelinat- 
ed fibers of the olfactory nerves in the 
nasal mucosa. Brodie and Eldridge? 
demonstrated that cutting the olfac- 
tory nerves prevented further passage 
of the virus. 

2. The infection may enter through 
“the skin.” This suggests that bites 
of flies and insects may transmit the 
virus through the fine skin nerve 
fibers into the spinal cord. 

3. The entire alimentary canal* 


can be the primary site of virus in- 


Faber, H. K.. and Silverberg, R. J.: Human Polio- 
myelitis Portals of Entry, J. Exper. Med. 83:329 
(April) 1946. 

“Brodie, M., and Eldridge, A. R.: The Portal of 
Entry and Transmission of the Virus of Poliomye- 
litis, Science 79 :235-236 (March) 1934. 

Sabin, A. B., et al: Symposium on Poliomyelitis, 
J.A.M.A, 117 :267 (July 26) 1941. 
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Fig. 3—Cross section through the dentinal tubules near the pulp. Diameter of tubules 


about 4 microns. Magn. 2000. 


fection. Discovery of the virus in the 
feces of patients and isolation of the 
virus from bananas contaminated by 
flies* also supports this theory. Stud- 
ies by Gebhardt and McKay?* fur- 
ther show that virus-contaminated 
foodstuffs may be the carrier of the 
disease. 

4. The infection may enter the ner- 
vous system through the exposed 
dental pulp. In 1943, Aisenberg and 
Grubb® demonstrated virus _trans- 
mission by sealing the virus in the 
mechanically exposed dental pulps of 
five monkeys. Typical paralytic polio- 
myelitis was produced in one animal 
and the nonparalytic types of the dis- 
ease were demonstrated histologically 
in the gasserian ganglia and the spi- 
nal cord of the other four animals. 


Studies on Pulpal Involvement 


The evidence of virus transmission 
through the exposed pulp in monkeys 
led Aisenberg and Grubb® to studies 
on polio transmission through the 
exposed dental pulp of human beings. 
In 1944, when a severe epidemic of 
poliomyelitis occurred in a small area 
of western North Carolina and anoth- 
er epidemic occurred at the same time 
in Baltimore, they observed the rela- 
*Ward, Robert; Melnick, J. L.; and Horstman, D. 
M.: Poliomyelitis, Science 101:491-3 (May) 1945. 
5Gebhardt. L. P., and McKay, W. M.: Epidemic 
Poliomyelitis, J. Pediat. 28:1 (January) 1945. 
SAisenberg, M. S., and Grubb, T. C.: Exposed Pulps 


of Teeth as the Portal of Entry for Poliomyelitis 
Virus, J.A.D.A. 32:555 (May) 1945. 


tive incidence of dental pulp expos- 


ure among human beings with polio- 
myelitis and among those who had 
not contracted the disease. 

North Carolina—Of 272 polio cases 
between 3 and 43 years of age, 190 
(69.85 per cent) had carious dental 


lesions involving the pulp. In a group 


of 286 non-polio persons in the same 


area and age group, only 77 (26.92 
per cent) presented evidence of den- 
tal pulp exposure. The incidence of 
pulp involvement among persons with 
poliomyelitis was 2.6 times greater. 
This difference is significant. 


Fig. 4—Dentinal tubules showing fibrils 
along which virus may be transmitted to 
pulp. Magn. 3000. 
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POLIOMYELITIS - EXPOSED PULP COMPARATIVE INCIDENCE 


POLIOMYELITIS - REPORTED casts 
63 ove cms -5 YEAR PERIOD 


1968 


1 390.104 


2940 POPULATION 


262.908 


1940 POPULATION 
ay 224% IN FLUORIDE crmies 


Baltimore—Of 103 persons with (24.07 per cent) of 108 non-polio 
poliomyelitis, 65 (65.04 per cent) persons in the same area and age 
had exposed pulps, while only 26 group showed evidence of pulp ex- 
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posure. The incidence of pulpal ex. 
posure among persons with polioniye. 
litis here was 2.7 times greater than 
among persons without poliomyelitis, 
The supporting evidence in this sec. 
ond epidemic establishes these studies 
as important scientific data. 

Madison—In an effort to deter. 
mine whether the incidence of pulpal 
exposure was greater among polio 
than among non-polio cases in Wis- 
consin, we examined 36 poliomyelitis 
patients—ages 4 to 37—at the Ortho- 
pedic Hospital of the University of 
Wisconsin at Madison. Of these 36 
patients, 24 (66.7 per cent) showed 
evidence of carious involvement of 
from one to seven vital and non-vital 
pulps. Of 147 persons examined in 
the same age group who had not 
contracted poliomyelitis, only 39 
(26.5 per cent) showed similar evi- 
dence of carious involvement of from 
one to six pulps. The incidence of 
pulpal exposure was 2.5 times greater 
in the poliomyelitis patients. In each 
of our polio cases we found from 
one to twelve open carious lesions 
involving the dentine. 


Exposed Dentinal Tubules 


It is not necesary that actual pulp 
exposure be present to permit access 
of the virus to the vast network of 
nerve tissue of the dental pulp. Ex- 
posed dentinal tubules present a path- 
way from 60 to 250 times greater 
than is necessary to permit passage of 
the virus, the size of which is only 
.015 microns in diameter. Histologic 
evidence, as demonstrated in the ac- 
companying photomicrographs, re- 
veals that the lumen of the tubules is 
about 4 microns at the pulpal wall 
and tapers to about 1 micron at the 
dento-enamel junction (Fig.1). Thus 
the avenue to the pulp becomes larger 
as decay progresses deeper into the 
dentine (Figs. 2 and 3). We assume 
that foodstuffs contaminated with 
polio virus may be forced by masti- 
cation into the tubules and may travel 
along the fibrils to the pulp (Fig. 4). 
From here the usual neural mechan- 
ism of virus transmission to the cen- 
tral nervous system follows estab- 
lished and accepted patterns. 


Caries in Deciduous Teeth 


Inasmuch as infants may contract 
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the disease long before the eruption 
of teeth, portals of entry other than 
teeth must exist. The incidence of the 
disease is very high among children, 
however, during the period of decidu- 
ous dentition when decay is most fre- 
quently neglected. 

Accessibility to Virus—l. The 
pulps of deciduous teeth are large in 
proportion to the total area of hard 
structure. 

2. The protective covering of ena- 
mel is only a little more than one- 
half as thick as that of the permanent 
teeth. 

3. Caries may quickly expose the 
dentine and permit ready access of 
the virus to the pulp. 

Comparison with Caries in Perma- 
nent T'eeth—1. The dentine in perma- 
nent teeth is protected by a much 
thicker covering of enamel. 

2. Caries in the permanent teeth 
are generally given better dental at- 
tention. 

3. Secondary and irregular den- 
tine formation may somewhat shield 
the pulp from virus invasion because 
these types of dentine contain few or 
no tubules. 

4. In adult life, various irritations 
may induce the protective action of 


intratubular calcification or keratini- 


zation and thereby occlude the den- 
tinal tubules. 

As a result of these differences, 
carious permanent teeth are possibly 
not as often portals of entry for in- 
fective agents as carious deciduous 


teeth. 


Fluorine in Water and Polio- 
myelitis 


Our theory that tooth pulps and 
exposed dentinal tubules are impor- 
tant portals of entry in humans can 
be supported by concrete evidence: 
The incidence of poliomyelitis is less 
in populations where pulpal exposure 
and dental caries are greatly reduced; 
namely, in a composite of those com- 
munities which have drinking water 
with an adequate fluoride content as 
compared to a composite of com- 
munities with a deficiency of fluoride 
in the drinking water. 

Numerous surveys have demon- 
strated that a fluoride content as low 
as 0.5 part per million parts of water 
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INDIANA STATE BOARD OF HEALTH | 
POLIOMYELITIS REPORTED CASES 


1681673 


WISCONSIN STATE BOARD OF HEALTH © 
POLIOMYELITIS -- REPORTED CASES 


FLUORIDE CITIES VS. STATE, 
10 YEAR PERIOD 1936 - 


1940 POPULATION RATE PER 160,000 


always reduces dental decay substan- per cent. A fluorine content of 1.0 
tially among native children. It may part or more per million parts of 
reduce the incidence as much as 30 _ water reduces dental decay to a point 
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approximately 75 per cent below the 
decay index of fluorine-free com- 
munities. 

Dental decay is not eliminated even 
in areas of high fluoride content. 
Populations of the fluoride communi- 
ties also are partly made up of mi- 
grants who did not receive the pro- 
tective action of fluorides during the 
period of tooth formation. For this 
reason and because other portals of 
entry for the polio virus exist, a high 
percentage differential in the polio- 
myelitis incidence in the fluoride 
cities as compared to the low fluoride 
cities would not be necessary to be of 
significance. 

All of the following data were 
checked and the computations were 
made by the statistical department of 
the Wisconsin State Board of Health. 

In Illinois—The Illinois Depart- 
ment of Health’ has supplied a tabu- 
lation of reported cases of poliomye- 
litis in 63 communities for the five- 
year period, 1941-1945 (Fig. 6). 
Available data on Illinois water sup- 
plies lists only those communities 
which contain in excess of 0.9 part 
of fluorine per million parts of 
water.® 

High Fluoride Communi- 
ties: Of the 63 communities, 15 are 
listed as having a fluoride content of 
0.9-4.0. The total 1940 population of 
these 15 communities was 262,908; 
they ranged in size from 803 to 
47,170. The number of poliomyelitis 
cases reported for the five-year period 
was 132. An average of one person in 
1,992 contracted the disease during 
this period. 

Low or Non - fluoride 
Communities: In the remaining 48 
communities, there was a_ total 
1940 population of 1,390,104. The 
number of cases of poliomyelitis re- 
ported for the five-year period was 
899. An average of one in 1.546 con- 
tracted the disease. 

The findings in these two groups of 
Illinois communities showed that the 
incidence of poliomyelitis was 22.4 
per cent less in the high fluoride com- 
munities. 


*Personal communication to authors from Jerome J. 
Sievers, M.D., Chief, Division of Communicable 
Diseases, Springfield, Illinois. 

SWeart. J. G., and Klasse,°C. W.: Fluorides in IIli- 
nois Water Supplies, J. Am. Water Works Assn. 
29:985 (July) 1937. 
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In Indiana—The Indiana State 
Board of Health? submitted a TABLE 
OF DISEASES OF 102 CIVIL 
CITIES OF INDIANA for the five- 
year period, 1941-1945 (Fig. 7). 

Fluoride Communities: Of 
these 102 communities, 33 are listed 
as having a fluoride content of 0.5 to 
1.4 parts per million parts of water.!° 
The total 1940 population was 
207,718; the communities ranged in 
size from 2,213 to 26,767. The num- 
ber of poliomyelitis cases reported 
for these 33 communities for the five- 
year period was 33. An average of 
one person in 6,2 contracted the 
disease. 

Non - fluoride Communi- 
ties: The total population of the re- 
maining 69 communities was 1,681,- 
673. The cases of poliomyelitis re- 
ported for the same five-year period, 
1941-1945, was 400. An average of 
one person in 4,204 contracted the 
disease. 

The findings in these two groups 


of Indiana communities showed that 


the incidence of poliomyelitis was 
33.2 per cent less in the fluoride 
communities. 

In Wisconsin—The Wisconsin 
State Board of Health’ reports that 
there are 10 communities in Wiscon- 
sin where the municipal water supply 
has a fluoride content between 1.0 
and 2.5 parts per million. Analyses of 
water supplies with a fluorine content 
below 1.0 part per million parts of 
water are not yet complete. 

High Fluoride Communi- 
ties: The total 1940 population of 
these 10 communities was 74,368; 
they ranged in size from 655 to 46,- 
235. The number of poliomyelitis 
cases reported for the ten-year period, 
1936-1945, was 35 (Fig. 8). An aver- 
age of one person in 2,125 contracted 
the disease in these fluoride communi- 
ties over a ten-year period. 

Low or Non - fluoride 
Communities: The total 1940 popula- 
tion of the remainder of the state 
was 3,063,201. The poliomyelitis 
cases reported for this population 


*Personal communication to authors from J. W. 
Jackson, M.D., Director, Division of Communicable 
Disease Control, Indianapolis, Indiana. 

Jeup, B. H.: Fluorides in Indiana Water Supplies, 
Indiana Bd. of Health Bull. 47:171 (August) 1943. 
11Personal communication to authors from H. M. 
Guilford, M.D., Director, Division of Communicable 
Diseases, Madison, Wisconsin. 


group in the same ten-year period 


_ was 2,178. An average of one person 
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in 1,407 contracted the disease. 

The findings showed a 33.8 per 
cent reduction in the incidence of 
poliomyelitis in the high fluoride 
communities of Wisconsin. 


Summary 


The studies of Aisenberg and 
Grubb demonstrate that the dental 
pulp can no longer be ignored as a 
portal of entry for poliomyelitis. 
Their examinations of 375 persons 
with polio and 394 persons without 
the disease, in the same age group 
and geographic areas (North Caro- 
lina and Baltimore), showed that the 
incidence of pulpal exposure was 
40.97 per cent to 42.93 per cent great- 
er in the polio patients. This varia- 
tion is statistically significant be- 
cause it is from 3.3 to 5.6 times 
twice the standard error of difference. 
Our findings in a relatively small 
number of cases (Madison) confirm- 
ed those of Aisenberg and Grubb. 

The data presented in the com- 
parisons of fluoride and non-fluoride 
communities are predicated upon so 
many contingencies that the proba- 
bility of error is great. Large numbers 
of fluoride communities must be com- 
pared with non-fluoride communities 
in the same general area over long 
periods of time, inasmuch as all com- 
munities are not subject to similar 
risks of exposure. 

As a result of the investigations in 
this field, we subscribe to the theory 
that the exposed dentinal tubules, ex- 
posed pulps, and root bulbs of teeth 
are portals of entry for the polio- 
myelitis virus. The rich nerve supply 
of the dental pulp offers a most favor- 
able invasion point for the virus, and 
especially is this true if multiple 
carious dental lesions feed infections 
to the exposed nerve rootlets. We 
therefore make an urgent plea to 
parents, physicians, and dentists to 
support all scientific measures for the 
inhibition of dental caries and to seal 
off these invasion foci during the 
early summer months in the hope that 
the incidence of this scourge of man- 
kind may at least be reduced. 


University of Wisconsin Medical School. 
110 E. Main Street. 
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Sharpening of Dental Instruments 


Well sharpened instruments are 
essential in dental practice. Doc- 
tor Coe presents his time-saving, 
effective methods for sharpening 
instruments and truing stones. 


THE STATEMENT has been quite truth- 
fully made, “You can judge the qual- 
ity of a dentist by the edge on his 
pocketknife.” Whether this be true or 
false it is extremely important that a 
dentist keep his instruments sharp. A 
sharp instrument will cut faster and 
with less pain and less pressure. 

In this article I wish to give the 
practical methods of sharpening in- 
struments and truing stones that I use 
daily in my practice. 


Fig. 1—Sharpening a laboratory knife: First use the coarse side of the stone, then the fine side for the final honing by a few strokes. 
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EMMONS S. COE, D.D.S., Evanston, Illinois 


Laboratory Knives 


Norton Shoemaker’s stone (JT- 
930) has the following advantages 
(Fig. 1): 

1. There is a convenient handle on 
the end of the stone with an eye for 
hanging the stone on a nearby hook. 

2. Neither water nor oil is used on 
this stone. 

3. One side has a coarse grit, and 
the other a fine grit. 

4. The stone is not expensive. 

5. It will put a fine edge on any of 
the ordinary knives, including the 
pocketknife. 


Surgical Knives 


The Arkansas stone, with oil, gives 


the best edge to surgical knives 
(Fig. 2). Carter’s typewriter oil has 
proved excellent for this purpose. 
This oil is scented, will not become 
rancid, and is splendid for the engine 
and handpieces. 


Instruments for Cavity Prepara- 
tion, Scalers, and Crown Shears 


These instruments are sharpened 
with a revolving disc in the straight 
handpiece. 

1. The disc is made up of the fol- 
lowing parts: Two %-inch, fine car- 
borundum paper discs mounted on 
both sides of a Joe Dandy disc of the 
same size (Fig. 3). 

2. The instrument is held with the 
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Fig. 2—Arkansas stone used for sharpening surgical knives. Oil is used to keep the stone clean. 


bevel against either of the paper discs. teach one the amount of sharpening Dental Needles 


3. Be sure to work under an ex- necessary. Needles may be sharpened in two 
tremely bright light. >. This same instrument is used for ways: 
4. A little experience will soon sharpening crown shears (Fig. 4). 1. Draw the needle repeatedly be- 


Fig. 3—Disc for sharpening operating instruments. The rotation should be away from the cutting edge. usefu 
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Fig. 6—Sharpening needle with revolving stone mounted in handpiece: A bright light reflected on point of needle will in 

7 amount of sharpening required. The hand should rest upon a solid support during the operation. ” 

_ mounted in the handpiece. For this serting a very fine Kerr root canal dentists that mounted stones do not § pe 

— purpose I use the stone that comes file through it (Fig. 7). wear evenly and that a stone that is J to 

&§ with the Clev-Dent instrument sharp- not true is uncomfortable on the § pl: 

| : ener. | Truing Mounted Stones tooth. These stones are easily trued by § c 
3. If the lumen of the needle be- revolving them against the flat sur- 
&§ comes clogged it may be opened by in- It is common knowledge among face of another stone which is revolv- 


Fig. 7—Opening lumen of a needle with a fine Kerr file: Procedure, often necessary after sharpening, will not dull needle. Ue 
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Fig. 8—Truing small mounted stones: Larger stones may be trued the same way on the lathe stone. 


w — ing in the opposite direction (Fig. 8). 
For this purpose a_ small inex- Diamond Stones 
ot § pensive hand motor is used. The mo- Cylindrical diamond stones first 


is § tor is kept hanging at a convenient wear smooth at the periphery of the 
he ® place on the cabinet near the outer end. This surface can be cut 
chair. away easily, thereby exposing a sharp 
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Fig. 9—Cutting smooth periphery from outer end of diamond stone. The stone should be revolved in the fingers. 


part of the stone, by holding the end e 

of the stone against the flat surface of 

a revolving large, extra-coarse car- 3 

borundum wheel mounted on the lab- 

oratory lathe (Fig. 9). 
636 Church Street. 
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The Surgical Correction of Alveolar Ridges 


WILLIAM I. OGUS, D.D.S., Washington, D. C. 


Doctor Ogus here describes the 
use of the electric knife in a sur- 
gical procedure for the correc- 
tion of the destroyed or obliter- 
ated alveolar ridge. 

He previously discussed in the 
DIGEST the use of the dessicat- 
ing current in the electrosurgical 
treatment of the root canal 
(April), buccal gingival caries 
(May ), and hyperplastic oral tis- 
sues (June). 


THE DESTRUCTION of the alveolar 
ridge in edentulous areas leaves the 
ridge rough and knife-edged, or the 
formation of hyperplastic © tissues 
obliterates the alveolar ridge. Destruc- 
tive and hyperplastic changes of the 
alveolar ridge are caused by: advan- 
cing age with its resorption and 
atrophic changes, radical surgery, 
injuries, and denture pressure. 


Reasons for Surgical Correction 


In most cases, the resorption and 
atrophic changes are gradual and 
even. If the changes are rapid, de- 
struction of the labial and buccal 
ridges occurs and the remaining lin- 
gual ridge becomes knife-edged. A 
rough, knife-edged ridge or hyper- 
plastic tissue make denture _place- 
-ment extremely unsatisfactory. The 
pressure of a denture on a sharp 
ridge is intolerable. 

Resorption of the osseous struc- 
ture may lead to tissue encroachment 
in folds, lowering of the frenum, and 
enlargement of the tuberosity. This 
process leads to lowering of the peri- 
pheries in the upper and lower arches 
and destroys the solidity of the ridges 
which are then unsatisfactory for 
denture placement. 

People have too often been led to 
believe that waiting five or six 
‘months after surgery and prepara- 
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tion of the mouth for denture place- 
ment will enable them to receive per- 
manent replacements which will re- 
quire no further attention. This is not 
true. Nothing in dentistry is perma- 
nent. The patient requires periodic 
examination of the edentulous areas 
and study of resorption and tissue 
encroachment by roentgenographic 
and clinical means. Correction, when 
required, by rebasing dentures or 
surgical removal of tissue folds, pre- 
vents future complications. 


Classification of Alveolar 


Osseous Structure 4 


In roentgenographic study of the 
alveolar ridges, too much stress is 
laid on the teeth and the root forma- 
tion; little attention is given to the 
formation of the osseous structure 
of the alveolar ridges. The work of 
F. H. McKevitt! on the classification 
of the osseous structure, dividing it 
into the hypercalcemic and hypocal- 
cemic (or demineralized) types, 
carries the most specific definition 
that has been given of the prognosis 
of future resorption under denture 
stress. 

Hypercalcemic—1l. In the hyper- 
calcemic classification, the cancelli 
are closely knitted together, and there 
is an abundance of calcium for re- 
generation following extraction. 

2. Teeth are held firmly in the 
sockets and are difficult to extract. 

3. Resorption and atrophic changes 
take place evenly and slowly. 

Hypocalcemic—1. In the deminer- 
alized classification, the cancelli are 
widely separated and there is a con- 
spicuous lack of calcium. 

2. Teeth are mobile, easy to ex- 
tract. 

\McKevitt, F. H.: Atrophy and Hypertrophy of the 
Maxillary and Mandibular Alveolar Process and Their 


Effect on the Stability of Artificial Dentures, J.A.D.A. 
19 :424-444 (March) 1932. 


3. Resorption takes place more 
rapidly and unevenly. 

4. In these cases, cancelli may be- 
come detached and buried under the 
periosteum, causing pain. 


Repreparation of Ridges 


In the repreparation of the alveolar 
ridges to establish a more solid den- 
ture base (Figs. 1 and 2), it is essen- 
tial, first, to trim the rough alveolus 
and to remove all superfluous tissues. 
After this has been done, the loss of 
height of the ridges can be compen- 
sated for by changing the attachment 
of the tissue; the tissue is elevated by 
cutting a groove in the mucobuccal 
fold. This establishes a more stable 
base for the denture and a higher 
periphery. 

I have found that the scalpel and 
the electric knife afford the best 
operative procedure. Scalpel surgery 
includes exposing, filing, and trim- 
ming the alveolus. In removing tissue 
and changing the tissue and muscle 
attachments, the electric knife cuts, 
coagulates, and sterilizes at the same 
time, preventing hemorrhage, infec- 
tion, and regrowth of the tissue. 

The important steps in this opera- 
tion are: Cutting the groove in the 
mucobuccal fold and removing the 
triangular section of tissue between 
the incision and the periosteum cov- 
ering the ridge. These steps can he 
carried out successfully with an elec- 
tric knife but cannot be accomplished 
with a scalpel. 

1. The incision usually is made 
parallel with the lower cortical bor 
der of the ridge. It has been necessary 
at times to extend the incision % 
inch buccally. Surgical judgment 
based on past experiences is the main 
guide. 

2. The depth of this groove de- 
pends on the thickness of the alveolus 
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in relation to resorption and the 
thickness of the tissue. In the routine 
case, the depth is about 2 millimeters. 

3. The distal extension from the 
ridge usually is determined by the 


THE PHOTOGRAPH shows a child pa- 
tient getting dental treatment in one 
of the clinic rooms at the Eastman 
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thickness of the mandible. 


Conclusion 


I contend that there is enough 
osseous structure remaining in both 


The Cover 


Institute in Stockholm. Sweden. 
Dental attention is given thousands 
of children each year on a regularly 


the upper and lower jaws, after re 
sorption and atrophic changes have 
taken place, to provide a satisfactor! 
base for denture placement. 

1832 Eye Street, N. W. 


planned program. Other photographs 
will ‘appear later. K. W. Gullers of 
Stockholm was the photographer. 
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No DENTIST WHO is conscious of his responsibility 
as a public health agent can ignore the article on 
poliomyelitis by Doctors Reese and Frisch that is 
published in this issue on pages 368-372. 

If the carious tooth is one portal of entry for the 
poliomyelitis virus, we have another opportunity to 
aid in the conservation of health and human life. A 
carious tooth is a break in the continuity of the de- 
fensive armor of the body. It is the most common 
lesion that destroys the integrity of the external tis- 
sues to expose the internal organs to attack by bac- 
teria and viruses. A carious area is actually an in- 
fected area. When the dentinal tubules are exposed, 
bacteria and viruses can travel into the dental pulp. 
The pulp is a rich vascular and nerve tissue network 
that is in intimate proximity to the tissues in the 
cranial cavity. The more extensive the carious pro- 
cess, the shorter the distance that the invaders must 
travel from the outside world into the body. The 
shorter the distance is and the shorter the time in- 
terval, the less chance there is for the attenuation 
of bacteria or viruses. 

As Reese and Frisch illustrate from the histologic 
study of Meyer, the lumen of a dentinal tubule in- 
creases in size as the pulp is approached. It would 
seem, therefore, that the deeper the cavity, the more 
dangerous it is as a potential portal of entry for bac- 
terial or virus invasion. The possible mechanism of 
invasion could be this: Food is contaminated by in- 
sects that carry the poliomyelitis virus; the food, 
when introduced into the mouth, is forced into a 
tooth cavity; under pressure of mastication, the 
virus is driven into the dentinal tubules; it passes 
into the pulp and is then conveyed by blood or nerve 
routes to vital tissues in the cranial cavity. 

If the carious tooth is one portal of entry for the 
poliomyelitis virus, it is essential that this portal be 
closed in American children. Ideally, this one door 
for invasion would never be opened if, through pub- 
lic health programs, our children were assured 
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sound teeth. Unfortunately, in our present state of 
knowledge, we cannot suggest a program that will 
give complete assurance of freedom from caries. 
Reese and Frisch make a brilliant correlation be- 
tween the incidence of poliomyelitis in communities 
where fluorine is present in the communal water sup- 
ply and the incidence where fluorine is absent. They 
recognize that the more fluorine there is, the less 
caries there are and, therefore, theorize—the less 
poliomyelitis there may be. The addition of the 
fluoride ion to the public water supply is one public 
health measure that is helping to control dental dis- 
ease and may help, therefore, to control the diseases 
of sequence. 

The person who has a carious tooth cannot have 
effective treatment except from a dentist. The only 
known method of caries treatment is the mechanical 
removal of the diseased part and the restoration of 
that part to form and function. There is no self-heal- 
ing or repair of a carious tooth. Regardless of the 
extent of our public health programs for caries con- 
trol, so long as people develop caries in any degree, 
they will require the expert operative skill of den- 


tists. The door of potential infection that is already 


opened by a carious tooth can be closed only by a 
dentist! 

Poliomyelitis is a dread disease that strikes with- 
out warning and spreads in its wake death and 
life-long crippling and distress. At present we do 
not know the carrying agent for the polio virus nor 
have we an effective serum or vaccine. 

The National Foundation for Infantile Paralysis 
gives these simple precautions to prevent the disease 
or to mitigate its severity: Avoid chilling and over- 
tiring; do not swim or bathe in polluted water; 
avoid tonsil and adenoid operations; wash hands be- 
fore eating; protect food from flies. In the light of 
the article by Reese and Frisch, this ought to be 
added: Every child should see his dentist to have all 


cavities closed. 
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A Simplified Full Denture Technique 


SIDNEY S. JAFFE, D.D.S., Washington, D. C. 


A technique is presented for the 
construction on a plain line arti- 
culator of dentures which will 
function in all excursions of the 
mandible without adjustment or 
correction when placed in the 
mouth. 


IT Is WELL known that dentists use 
many varied prosthetic techniques 
with good results. The technique 
offered here is intended to aid the 
busy practitioner who does not have 
the time to construct dentures on an 
adaptable articulator. 


Examination of Mouth 


In any technique, a careful mouth 
examination should come before the 
construction of the dentures and 
should, of course, include roentgeno- 
grams. I should like to emphasize 
that many men fail in denture con- 
struction because they do not take the 
time to examine the mouth carefully, 
especially with regard to the need for 
surgical preparation. Spinous ridges 
and heavy tuberosities should be cor- 
rected surgically; the foundation 
must be prepared accurately. 


Fig. 1. Completed impressions. Upper is in Opotow, Kerr, or 
similar paste, the periphery finished in Adaptol; lower is in 


Muco-Seal or Adaptoll. 
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Preliminary Impressions 


After the mouth is properly pre- 
pared for the dentures, take pre- 
liminary impressions in modeling 
compound. Give special care to hav- 
ing a tray large enough to cover all 
involved areas. Do not use a great 
deal of pressure. Aim to take the im- 
pression with the least tissue displace- 
ment possible and with the mouth in 
as closed a position as possible. Never 
finish an impression with the mouth 
wide open. 

Preparation of Trubase Tray—Af- 
ter the casts have been poured, the 
technician prepares a trubase tray. A 
single thickness on the upper is re- 
inforced with air chamber metal by 
searing modeling compound on top 
of the trubase tray and adapting the 
air chamber metal while the com- 
pound is still hot. The lower is re- 
inforced with a heavy wire seared all 
over with compound until there is a 
substantial thickness. The purpose of 
this is to keep the trubase from warp- 
ing. | 

Trimming—The trays are trimmed 
on an arbor chuck and made slightly 


smaller than the muscle-trimmed 
area. The upper tray should cover the 
vibrating palate. If the tray has been 
prepared too short in that area, it is 
well to sear on a little modeling com- 
pound to make it longer. Trim the 
lower tray externally, paralleling the 
external oblique line. By lifting the 
corners of the mouth with the fingers 
of one hand and supporting the tray 
gently with the other hand, it can be 
determined how much of the tray 
must be trimmed in the bicuspid area. 
This is done on both sides, which 
completes the preparaiton of the tray 
externally. 

Trimming should be generous on 
the lingual; and in the sublingual and 
submaxillary areas, it should be more 
than is thought necessary. The tray 
should extend approximately 1/, inch 
below the mylohyoid ridge. Have the 
patient place his tongue against the 
opposite cheek; this procedure shows 
how much to trim off the tray in the 
mylohyoid area. If in doubt, trim a 
little more. I myself do not have han- 
dles on the tray; I get best results by 
chilling the impression in the mouth. 
thus preventing the distortion that 


Fig. 2. Anterior teeth on upper and lower trubase after cor: 
rection of uppers in mouth. Bite is taken with small pieces 0 


modeling compound in molar and bicuspid area. The case 
mounted on articulator to complete setup. 
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Fig. 3. Completed setup in wax on plain line articulator. 


results when force is used to take it 
out of the mouth after it is completed. 


Final Upper Impression 


Trace compound on the border of 
the upper trubase tray with low-fus- 
ing modeling compound sticks and 
muscle-trim it a section at a time. 
When the muscle-trimming is com- 
pleted in this way, a little of the com- 
pound is then trimmed off the peri- 
phery with a sharp knife so as to 
compensate for the final muscle-trim- 
ming step. At this stage, mix some 
zinc oxide paste. Place it in a tray and 
take an impression as for a rebase. 
Then trace a little Adaptol on the 
periphery. Place the tray back in the 
mouth and chill with ice water. The 


Fig. 5. With blow torch heat lower modeling compound bite-rim 
fo a uniform depth of about 114 millimeters all around. Place 


Fig. 4. Try in for esthetics only. Before processing put lower 
waxed up dentures aside and make modeling composition bite- 


rim to retain vertical dimension. Process and finish upper. 


patient should loosen it by distending 
his cheeks while the ice water is in the 
mouth. This completes the upper im- 
pression (Fig. 1). 


Final Lower Impression 


Take the lower impression en- 
tirely in Adaptol within the pre- 
viously prepared trubase tray. The 
mouth is again kept in a closed posi- 
tion. Take the impression out several 
times and correct it if changes are 
necessary. At the final stage, dip the 
impression in water at about 110° F. 
and place it back in the mouth to 
complete it. Make certain not to take 
the impression out of the mouth until 
it is thoroughly chilled with ice water. 
Lately I have also been using Muco- 


Processed upper in mouth and have the patient go through all 


movements of mastication. 
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Seal for the lower impression with 
very good results. 


Postdamming 


You will notice that I have said 
nothing about the postdam of the 
upper, which every good impression 
must have. The reason for this omis- 
sion is that I do the postdamming 
out of the mouth, on the model. 


Bite Taking 


While there is no objection to tak- 
ing bites with the conventional bite- 
rims, | cannot help feeling that in 
many cases these bite-rims are the 
cause of a great deal of trouble. That 
is why I do not use them in bite 
taking. 


Fig. 6. Place chewed in bite back on lower model. Set both on a 
Hooper Duplicator instead of on articulator. 
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Fig. 7. When separated, place lower waxed up case and correct 


teeth surface to surface. 


Setting Up Anterior Teeth 


When the impressions are com- 
pleted, decide upon the mold and the 
size of the teeth required. Having this 
information, the technician sets up 
the six anterior teeth in wax on the 
upper and lower baseplates arbi- 
trarily (Fig. 2). Sear two pieces of 
modeling compound the size of the 
first molar and second bicuspid areas 
onto these places in the lower base- 
plate only. Place the upper baseplate, 
to which the six anterior teeth are 
waxed up, in the mouth and make 
the necessary corrections so that the 
six anterior teeth will be in fairly 
proper position. Then place the low- 
er baseplate with the six anterior 


teeth waxed up and have the patient. 


close the mouth. If the upper anterior 
teeth go over the lower without inter- 
ference, the bite can be taken. If they 
do not, manipulate the lower six an- 
terior teeth until the uppers pass over 
them. | 


Preparation of Upper Bite-blocks 


At this stage, sear two pieces of 
modeling compound to the upper first 
molar and second bicuspid areas and 
soften them with a_ blowtorch. 
After the lower compound blocks are 
lubricated, direct the patient to close 
the mouth gently. After chilling, trim 
the surfaces of the upper bite-blocks. 
Then place them in the mouth and 
convince yourself that the vertical 
dimension is satisfactory. If it is not. 
make the necessary changes either by 
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Fig. 8. Teeth should be moved up and down only, not bucco. 


lingually or mesiodistally. 


adding modeling compound to the 
upper or by heating the upper and 
closing it. If still not satisfactory, re- 
peat these steps. 

When the vertical dimension is en- 
tirely satisfactory, finally index the 
lower bite-blocks and sear the two 
together. At this stage, the setup is 
handed to the technician and com- 
pleted on a plain line articulator 
(Fig. 3). 


Setting Up Posterior Teeth 


You will note my emphasis on 
placing the six anterior teeth proper- 
ly. When these are in the proper posi- 
tion with the correct vertical dimen- 


sion, the technician is certain to set 
up the posterior teeth in proper posi- 
tion on any plain line articulator, 
establishing an arbitrary curve of 
Spee. Try the dentures in the mouth, 
and if they are not satisfactory es- 
thetically or are out of centric occlu- 
sion, make corrections at this time. 


Processing Upper Denture 


Before processing the upper den- 
ture, remove the lower baseplate and 
setup from the articulator. A new 
baseplate should be carefully made 
and also a compound bite-rim to re- 
tain the vertical dimension (Fig. 4). 


The bite-block should extend 1% inch 


Fig. 9. Before removing lower denture from model, make corrections due to disturb: 
ances in processing. The denture should now function perfectly in all positions and 
excursions without any adjustments or corrections at time of insertion. 
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buccally, labially, and lingually. After 
the upper denture has been processed 
a little of the glaze is removed from 
the occlusal surface of the upper 
teeth. The upper is now finished. It 
is inserted in the mouth and the rest 
of the procedure is carried out as 
though the upper denture were the 
patient’s natural dentition. 


Preparation of Lower Bite-rim 


Heat the lower modeling com- 
pound bite-rim slightly to a uniform 
depth all around of about: 114 milli- 
meters. Place it in the mouth and im- 
mediately instruct the patient to go 
through all the masticating excur- 
sions without hesitation while the 
compound is still warm (Fig. 5). If 
the patient’s mandible does not move 
with freedom in all excursions, reheat 
the bite-rim and repeat the same pro- 
cedure until the chewing excursions 
are satisfactory. 

1. Place the bite-rim back on the 
model and pour a counterpart. Take 
care first to cover the excursion im- 
prints as carefully as in painting an 
inlay, using stone instead of invest- 
ment. 

2. Place the painted counterpart 


either on a plain line articulator or, 
better still, on a Hooper duplicator 
(Fig. 6). The operator should place 
a weight over the mounting to take 
care of the expansion of the plaster. 

3. Before mounting the lower mo- 
del, index and vaseline it so that you 
can replace it after processing to take 
care of the discrepancies which will 
surely occur. 

When the plaster has set and the 
bite-rim has been removed, the lower 
model is on one side (or surface) and 
the composite function bite is on the 
other. The lower teeth which were 
previously set up in wax are now 
placed on the lower model. The teeth 
have already been set to centric oc- 
clusion, and they are corrected to 
fit the upper bite without changing 
the mesiodistal or buccolingual posi- 
tions. Move the teeth up and down in 
wax to make them fit as well as possi- 
ble and complete by grinding the low- 
er cusps slightly. It is surprising how 
little grinding is necessary and how 


easily the teeth fall into their respec- 


tive places (Figs. 7 and 8). 


Correction of Discrepancies 
At this time the dentures should be 


Eruption of Deciduous Teeth 


HOWARD V. MEREDITH, lowa City, lowa 


INVESTIGATIONS on the eruption of 
deciduous teeth in North American 
children have yielded the following 
generalizations: 

1. Rarely do infants erupt teeth 
before the end of their fourth post- 
natal month. The frequency of tooth 
eruption prior to 4 months of age is 
estimated to be less than 1 per cent. 

2. The mean age for eruption of 
the first tooth is 714 months. This is 
the exact composite mean derived by 
pooling the data on 1,095 infants 
from five investigations. 

3. A few infants do not begin to 
erupt teeth until early in the second 
postnatal year. It appears that ap- 
proximately 1 per cent of white in- 
fants erupt their first tooth after 1 
year of age. 

4. At 6 months of age, approxi- 
mately 1 infant in 3 has at least one 
erupied tooth. 
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5. At age 9 months, the average 
infant has 3 erupted teeth. Three is 
the median for 263 “middle class” 
white infants given pediatric super- 
vision and the mean for 670 white in- 
fants of varying socio-economic 
status and health care. 

6. In infants 1 year of age, the 
number of erupted teeth is rarely less 
than 2 or more than 10. 

7. At 18 months of age, the medi- 
an number of erupted teeth is 12; at 
2 years of age, 16. 

8. At 214 years of age, 30 per cent 
of white children have 12 to 19 
erupted teeth and 70 per cent the full 
deciduous complement. 

9. There are wide individual dif- 
ferences in the timing of eruption of 
deciduous teeth: Some children erupt 
a given tooth early, others late; some 
erupt the full deciduous complement 
in a short period, others spread their 


placed in the mouth and any esthetic 
discrepancies corrected on the same 
duplicator or articulator. When the 
esthetic features of the dentures are 
satisfactory, process the lower. Take 
it out of the flask without destroying 
the case; then place it back on the in- 
dexed duplicator and make spot cor- 
rections of the discrepancies caused 
by the processing. A good way to lo- 
cate discrepancies is to paint the en- 
tire composite bite with Prussian 
Blue. When the discrepancies have 
been removed by spot grinding and 
the denture has been polished, it 
should fit in every excursion of the 
mandible without correction of any 


kind. 
Final Steps 


After bluing the composite bites, 
grind them so perfectly that no light 
will shine through. It is even advis- 
able to place the electric mouth mir- 
ror inside the duplicator to make sure 
that the lingual surfaces are ground 
as perfectly as the buccal and labial 
surfaces. Then place the completed 
lower denture in the mouth. Few 
adjustments will be required. 

1314 Eighteenth Street. 


eruptions over an extended time in- 


terval. From the standpoint of teeth 


present in the mouth at different ages, 
variation is greatest during the first 
half of the second year. 

10. The usual order of eruption 
for the deciduous teeth is incisors, 
first molars, canines, second molars. 
In greater detail, the characteristic 
eruption sequence has been estab- 
lished thus: Lower first incisors, up- 
per first incisors, upper second in- 
cisors, lower second incisors, first 
molars (upper and lower), canines 
(upper and lower), lower second 
molars, upper second molars. 

11. Sex: At all ages from 9 months 
to 2 years teeth tend to erupt earlier 
in males than in females. Race: While 
materials on Negro subjects are lim- 
ited, it appears there is “no striking 
difference” in average age of tooth 

(Continued on page 404) 
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An Amalgam Matrix Retainer 


Arthur D’Elia, D.D.S., Freehold, New Jersey 


Fig. 1—On some occasions a regular matrix band is difficult to 
adjust and to keep in position without dislodgment. In such cases 
an Ivory rubber dam clamp is used to hold the band in position, 
The copper band is cut to size and contour (A), and is held in 
position on the tooth by the molar clamp (B). The clamp also 
serves to retain the cotton rolls (C) in position. 


A Useful Light for the Dark Room 


Edward J. Berens, D.D.S., Hammond, Indiana 


Fig. 2—The lens is removed from an ordinary flashlight. Pieces 
of yellow and ruby paper are cut to size and fitted inside the glass 
lens. After proper fitting of the paper, the lens is screwed back in 
the flashlight. The safe light thus formed may be used in the 
dark room to locate a film that has dropped on the floor or it may 
be used routinely for mounting the films on the hanger. 


Heating Waxing Knives 


Julius Gummers, D.M.D., Glasgow, Scotland 


Fig. 3—A simple extension is attached to the Bunsen burner in 
the laboratory or the burner used on the instrument bracket. This 
attachment serves as a holder for waxing knives or other instru- 
ments to keep them hot. By alternating instruments, it is possible 
to have warm instruments constantly ready for use. 


Readers are Urged 


to Collect $10.00 | 


For every practical clinical or laboratory suggestion that 
is usable, THE DenTaL Dicest will pay $10.00 on publi- 
cation. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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GGESTIONS .... 


Cooling Hydrocolloid Impressions | 


Pedro G. del Valle, D.D.S., San Juan, Puerto Rico 


Fig. 4—Where tap water is not cold enough for the purpose of 
cooling hydrocolloid impressions, a large glass bottle of ice water 
may be set on the bracket. A properly bent metal tube extends into 
the bottle (A) and is connected with the water-cooled tray (B) 
by a rubber tube. Another rubber tube leads from the tray and is 
connected with the saliva ejector (C). After the impression is in- 
serted in the mouth, the saliva ejector is turned on and ice water 
is drawn from the bottle through the tray, thus cooling the hydro- 
colloid. It is recommended that ice water circulate through the 
tray for three minutes. 


An Instrument for Trimming Stone Models 


Robert S. Hall, D.D.S., Lincoln, Nebraska 


Fig. 5—A large, round vulcanite scraper (A) is ground to a 
triangular shape. Each side of the triangle is then beveled (B). 
This instrument is efficient in trimming stone models. It may be 
used either as a “push” or a “pull” instrument. 


A Gummed Appointment Sticker 


l. L. Cook, D.D.S., Gillett, Wisconsin 


Fig. 6—Many patients have difficulty in keeping their appoint- 
ment cards and as a result forget about a dental appointment or 
appear at the wrong time or on the wrong day. By using a colored, 
gummed sticker it is possible for the patient to paste his appoint- 
ment reminder on the inside of the medicine cabinet where he 
keeps his toothbrush. Each time the teeth are brushed, the pa- 
tient will see the card. Some patients prefer to paste the sticker on 
a calendar over the date of the appointment. This method prevents 
many broken appointments. 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 388 for a convenient form to use. 
Send your ideas to: Clinical and Laboratory Sugges- 
tions Editor, THE DentaL Dicest, 708 Church Street, 
Evanston, Illinois. 
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CLINICAL AND LABORATORY SUGGESTIONS 


Form to be Used by Contributors 


To: Clinical and Laboratory Suggestions Editor 


THE DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 


From: 


Subject: 


Explanation of Procedure: 


Sketch: 


$10 will be paid to author on publication of accepted suggestions. 


Sugar .... 


The semanticists tell us that words 
are only symbols of reality. The 
word sugar, for instance, means dif. 
ferent things to different people. It is 
the white crystalline sweet that chil- 
dren and many grown people cry for. 
It is a pleasurable stimulus to the 
taste buds and it supplies energy. It 
is a term for money used by the 
racketeers. It is a word of endearment 
to many people who are not too pre- 
cise in their word selection. Sugar is 
the bane of dentists who are reason- 
ably sure that if consumption is re- 
duced, dental decay will be reduced 
proportionately. 

Now I see that sugar has become a 
worry to kids in their reading lessons 
in school and to a Mr. Daniel Crowell 
Cabot. The children’s publication, 
My WEEKLY READER, carried a 
story, “We Must Be Happy With The 
Sugar We Have.” Mr. Cabot was in- 
furiated because our children were, 
as he said, being misled. He is all for 
growing more sugar beets and turn- 
ing some of our bureaucrats out of 
their soft jobs to work in the beet 
fields. 

This tempest in a sugar grain is 
not unusual in a democracy where 
everybody has his chance to speak his 
piece and grind his own little ax. | 
doubt if the teacher who wrote the 
article for My WEEKLY READER 
had any dark plan to fool school 
children. I doubt if the writer was 
subsidized by the non-sugar interests, 
whoever they may be. I know nothing 
about Mr. Cabot except that he sent 
me a copy of his letter that appears 
to be a special plea for more sugat 
production. 

I am chagrined to admit that ! 
can’t be fair to Mr. Cabot’s point of 
view because it is contrary to my own 
which is strictly anti-sugar. Although 
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GEST 


Haunted by radiographs that end up 
resembling seance snapshots? That's 
flm-fog, not ectoplasm . . . usually 
caused by white light leakage —a 
nuisance you'll seldom encounter 
with a G-E Wall-Mounting Safelight. 


You're sure with this efficient G-E 
Safelight . . . Sure of ample safe 
illumination for easy, comfortable 
working; of a wide positioning range, 
because it is swivel-jointed; of long 
service as it 1s made of metal—will 
hot rust or warp. And the low price 
explodes all ideas that cost determines 
quality . . . only $4.00, including 
wall-mounting bracket, cord and one 
110-volt bulb. 


Order your G-E Wall-Mounting 
Safelight today. Your dental dealer is 
teady to serve you. 


Price listed will be increased by the amount of 
suc sales (or use) tax as may be applicable. 


NERAL @) ELECTRIC X-RAY CORPORATION 
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Better than 


a thousand 
LECTURES 


The operation is completed and 
the patient has learned that her fears 
and apprehension have been unfound- 
ed. She has learned that a dental 
operation with the aid of a McKesson 
nitrous oxide pain control need not 
involve the pain and discomfiture she 
had learned to expect. Her experience 
has been more forceful than a thou- 
sand lectures in making her a con- 


sistently good dental patient. 


Fear of pain is the most forceful fac- 
tor in determining patients’ attitudes. 
We shall be glad to tell you what 
McKesson pain control is doing for 
other dentists and can do for you in 
building patients’ confidence and in 


conserving operating time. 


NARGRAF fy EUTHESOR 


I would like to see chewing gum, 
candy bars, and carbonated drinks 
taken off the market, I have no inten- 
tion of leading such a futile crusade. 
I abhor censorship and repression in 
any form. I would prefer that Ameri- 
can business interests would, on a 
voluntary basis, withdraw all harm- 
ful things from the market; but that 
is being naive. We are too much in 


the presence of quacks and promoters | 


who are ready to pounce upon us at 
the drop of a nostrum. The Food and 


Drug Act suggests that voluntary 
controls are not effective. The big 
stick of the government has to be 
held over the head of many produc- 
ers; otherwise the market and our 
organisms would be flooded with 
harmful things. 

The only reason for writing at all 
on this subject of sugar is to make 
the point that behind the scenes in 
all human enterprises, somebody has 
a vested interest and an ax to grind. 
There is no such thing as being strict- 
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2 SLOTS — 


40% More Retention 
than a 1-Slot Bar, 


REINFORCING 3B 


Prevents Rocking of #r,, 
Saddles and Sheariz 
of the Anchorage. 
Stiffens Bar. 


SULC 


Offer the Ideal for flerylic 


Bp von 2-Slot Lingual Bars are the only 
safe bars to use with Acrylic Partials. Theil 
exclusive 2-Slot Anchorage Ends and Stabil- 
izing Reinforcing Ribs provide maximum Ie 
tention and absolutely prevent loosening 4 
the lock between the bar and the acrylic. 


ir. JELENKO 


Dental Golds and Specialties © 136 West 52nd St., New York 19, U 
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Also Made in 
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ly impersonal. The most detached 


scientist has likes and dislikes, par- 
ticular theories about and pet reme- 
dies for the cold in his head or the 
diseases of civilization. We make a 
mistake when we expect too much 
from any human personality. The 
same one who rises to the heights of 
heroism and unselfishness may, in the 
next instance, be mean and petty and 
damned annoying. Even some of the 
august justices of the United States 
Supreme Court are having their petty 


squabbles and virulent hostilities! 
These seem to be as common among 
them as among lesser men. 

It will do no good to suspect every- 
body and to lose faith in humankind 
just because we know that somebody 
has streaks of meanness and a little 
larceny in his heart. Nor will it help 
to suspect that all businessmen are 
plunderers or, for that matter, to dis- 
trust all dentists because of the 
quacks among us. Without being 
cynical, though, it is all right for us 


BURLEW DISCS 
Patented 
The Pumice is in the Discs” 


af 
i 


Speed up 
Postwar Practice 


LIP precious minutes off every ap- 
pointment with these Burlew Aids 
for the Operating Room. 


Whetler it’s a prophylaxis; cleaning, 
polishing or finishing fillings, inlays or 
gold work; separating teeth; or keeping 
mouth areas dry after operating, you 
can do it Quicker and Better the Burlew 


Way. 
BURLEW WEDGES 
Patented 
“To S-P-R-E-A-D Teeth” 
SULCI HIGH LUSTRE Patented 
ust, Clean —and Safe. a 


/on't scratch the teeth or 
jure the gums. Use for 
tophylaxis, and for 
caning and polishing 
icate, amalgam, porce- 
acrylic and 


if 


The modern, gentle way 
to separate teeth for cav- 
ity preparation or inter- 


$1.00 « box — any style proximal cleanin 
g. Set 
al Assorted contains about 100 as- 
= celluloid wedges, 
ei! separating discs and ] ; 
a 4 d An adhesive, waterproof 
tabil Wenge Sener foil to protect fillings, 
m Te $1.00 a set cemented inlays, ete., 


of 


tJelenko &Co.Inc. 


ufacturers of Dental Golds & Specialties 


against saliva while set- 
ting. Wonderful for isolat- 
ing medicated areas. 
Withstands biting; can 
be removed by patient 


$1.00 a box 


136 West 52nd.Street NewYork 19.USA 


to examine everybody’s speech and 
his actions and his writings to de- 
termine his “angle.” It is fun, trying 
to discover the axes that are being 
ground. Some people state their “an- 
gles” in a direct, straightforward 
way; others are more subtle. The 
subtle ones are the propagandists. 
They have a clever way of disguising 
their real purposes. 

The chewing gum, candy bar, and 
soft drink people may, in perfectly 
good faith, accuse me of being a 
propagandist against the free enter- 
prise system and of being a wildman 
who is trying to destroy their busi- 
nesses. They may even call me names, 
“Communist!,” for example. But we 
dentists have nothing whatsoever to 
gain by seeing a shrinkage in our 
“market” resulting from reduction in 
tooth decay. Strictly from an eco- 
nomic point of view, we are nuts to 
carry on the fight for a smaller mar- 
ket for our services. Well, then, why 
do we? Are we so much more altru- 
istic than other men? Are we better 
men? No, I don’t think so. We actual- 
ly get satisfaction from the acclaim 
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Cor, 


COPALITE is the ideal insulat- 


ing resin that eliminates thermal and 
galvanic shock and postoperative pain 
due to thermal extremes. This germici- 
dal, intermediary varnish is used under 
every type of restoration — silicate, 
porcelain, amalgam fillings, inlays. It 
penetrates, seals the tubuli against ab- 
sorptive action and irritating filling 
material. Prevents hyperaemia, death 
of pulp and discoloration. 


as the name implies, 
is a porary covering lacquer which 
safeguards the restoration while set- 
ting, against the harmful action of all 
mouth fluids. It is very easy to use, re- 
quires little time. Use Copalite and 
Ovr-cote on every restoration for 
strong, lasting, successful service. The 
cost is negligible. Write today for com- 
plete information. 


HARRY J BOSWORTH COMPANY 
1315 S MICHIGAN AVENUE - CHICAGO 
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STERILIZER 
IS GOOD FOR 
A LIFETIME / 


CONVENIENT 
No 
My 
C4 


For depositing cement 


in HARD-TO-GET-AT PLACES 


Use of the Jiffy Cement Tube saves time — improves 
your technique. Just scrape cement from spatula into Jiffy Tube |/ 
(Dia. 1), then place cotton pledget over the top of the tube and WY) 


squeeze cement through tube directly into the spot you want to . 


reach. (Dia. 2) Simple, effective. Also ideal for root canal work. Le 
ORDER A BOX FROM YOUR DEALER TODAY. cn. GQ 
LEE S. SMITH & SON MFG. CO., PITTSBURGH 8, PA. —> AX 
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that we receive from our 
against disease. 

Few of us do any of the actual 
fighting ourselves. We have a vicari- 
ous enjoyment in thinking of our. 
selves. as the white knights fighting 
against disease and death. We idep. 
tify ourselves with these fighters. The 
public, in turn, accepts the identif. 
cation. They believe it; we believe it, 
Everybody is happy. People trust us 
because they make this satisfactory 
identification and trusting leads them 
to us as patients who accept without 
too much question our diagnoses and 
treatment plans, our fees. This kind 
of good will therefore makes it easier 
for us to make a living than if we had 
to fight stiff competitive _ battles 
against resistant buyers. No one 
would dare say that we purposely 
built up this altruistic image of our. 
selves. Some men do actually dedi- 
cate their lives to the eradication of 
disease and misery because they find 
such activity a satisfying way of life. 
The saints and the martyrs are fel- 
low travelers in this company. Other 
men seem to enjoy a way of life built 
on destruction, on strife, on business 
or professional shenanigans. Which 
classification anybody drops into is a 
matter of chance. 

I like to look for motives. If the 
motive behind an act seems to be 
good, I am inclined to tolerance re- 
gardless of the bungling or misfiring 
in the execution of the act. If the 
writer who did the sugar article for 
My WEEKLY READER wanted to 
encourage kids to accept their lot— 
“We Must Be Happy With The Sugar 
We Have”— or if he did it to im 
prove their health, we could classify 
his motives as good. If Mr. Cabot was 
prompted by pure motives in plead: 
ing for more sugar, we must respec! 
his right to make the plea even if we 
disagree with him. 


hattle 


Thumbs Down... 


There is a lot of misinformatio 
being spread around about thumb: 
sucking. Some mothers feel that i! 
little Willie slips his infant thumb 1 
to his mouth once or twice a day, ht 
is foredoomed to an ugly face or pr’ 
truding teeth. All sorts of gadgel 
and devices and ugly tasting conco 
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of a recent ‘official A. D. sutvey on “Tooth- 
brushes, Toothbrush Material and Design”* once more c 
demonstrate how closely Py-co-pay Brushes conform > 


the “First Preference” of the dental profession, 


An itemized comparison of the professional Specifica- 


tions for the various details of design with the actual 
measurements of the Py-co-pay Adult’s Brush, clearly 
discloses the reason why Py-co-pay Brushes are recom- 
mended by more dentists than any other tooth brush 
on the market. 


The new complete line of Py-co-pay Tooth Brushes (now 
in all drugstores for your prescription) offers a choice 
of natural bristles and Nylon textures to meet the indi- 
vidual needs of your patients: 


Natural bristles .......... hard Nylon bristles ........medium 
Natural bristles ..extra hard* Nylon bristles ............ hard 


*Improved black bristles 
1. McCauley, H. B., Journal A. D. A., 33:283, March 1946. 


The finest natural genuine Chungking bristles are used 
in the new natural tooth brushes... the best Py-co-pay 
has ever offered. 


PYCOPE, INC., 2 HIGH ST., JERSEY CITY 6, N. J: 


Items of Offictal Actual Py-co-pay 
Design Preference Measurements 
Head Length inch inch 
Head Width ¥g inch inch 
Rows 2 2 
Row Lengths 1 inch 1% inch 
Tuft Spacing inch inch 
Tufts per Row 6 6 
Trim equal length equal length 
Tuft Length Vs inch the inch 
Over all Length inch inch 
Handle Length 5 inch 514 inch 
Handle Shape Straight Straight 
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Ammoniacal Silver Nitrate may 
be used in Anterior teeth. 


STAIN PREVENTERS 


Two Patterns: 


The Forsyth Model 51% in. long 
The Midget Model 21, in. long 
Stainless Steel points. 


Dentists prevent stain by using ST AIN PREVENTERS $3.00 
P. N. CONDIT, Box 204, Back Bay, Boston 17, Mass. 


Midget Applicators 


$1.50 
36 Conductor tubes.. 1.50 


STERILIZABLE IN BOILING WATER 


tra Angle 
for the most SIL 


CHAYES DENTAL INSTRUMENT CORP. 
460 West 34th Street, New York 1,.N. 

_ Manvtacturers of CHAYES PRECISION HAND- 
. PIECE, CONTRA ANGLE, MOUNTED POINTS, 
_ ATTACHMENTS and other Precision Instruments 


Progressive Dentists. 
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tions have been thrust on the market 
to discourage thumb-sucking. Some 
of the restraining devices are on a 
par with the torturing implements of 
the Dark Ages. No one in the coun- 
try is better able to speak about 
thumb-sucking and its dangers, real 
and imaginary, than Doctor Samuel 
J. Lewis of Detroit. Following the 
publication of an article by a child 
psychiatrist in the Woman’s Home 
Companion, Doctor Lewis wrote an 
article at the request of the editor of 
the American Journal of Orthodon- 
tics and Oral Surgery. Here is what 
somebody who has spent his life 
studying this problem has to say 
about thumb-sucking: 

“Thumb-sucking is a normal be- 
havior pattern in babies brought up 
under modern civilized conditions. 
The habit is almost nonexistent in 
primitive children who are fed when 
hungry and not allowed to cry and 
who are moreover often allowed to 
suckle until they are 3 years old. Lack 
of sufficient sucking movements 
seems to be the most satisfactory ex- 
planation of the habit in the great 
majority of cases. Four-hour feeders 
suck their thumbs more often than 
three-hour feeders, and those on no 
particular schedule suck their thumbs 
less than the three-hour feeders. 
Many pediatricians of my acquaint- 
ance have adopted what they call the 
‘hunger schedule,’ that is, they ad- 
vise the mother to feed the child 
whenever it evinces hunger by cry- 
ing, and they report that these babies 
seldom suck their thumbs. 

“We find that, in most children 
who grow and develop normally and 
adjust themselves socially, the thumb- 
sucking habit is dropped by the 
fourth year. This was true of the 
Dionne quintuplets, all of whom 
sucked their thumbs as babies. Four 
of them dropped the habit when they 
were about three years old. Emily 
continued, and the dentist recom- 
mended a deterrent appliance. How- 
ever, the psychiatrist reasoned that 
since the others had broken them: 
selves of the habit Emily should be 
given another six months or so of 
grace, and within this period she too 
dropped the habit without the assist- 
ance of deterrent treatment. 

(Continued on page 400) 
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Conductes 
Like a veritable Part of Your Hana 
= Precision Handpiece and C LIGHT 
true precision snstruments, desig 
precise of all operative procedures cavity 
They are built to the micrometer tolerances of a BAL \NCED | 
| fine watch — and are smooth, silent and vibra- 
tionless in operation. Glass and ball bearings in the 
Handpiece practically eliminate wear and assure 
precision alignment and long life. 
Yet these ‘nstruments have few parts they can : 
a8 be disassembled for cleaning and sterilizing and : ee 
reassembled in jifty- Stainless steel construction | 
throughout makes them Sterilizable in Boiling Water. 
Once YOU Hold Chayes Precision Handpiece | 
in Your Hand You will Never Part with 
| — Your Dealer can now supply YOU: a 3 
4 staintess Stee! 
bearings: 
| 


Both Dentist and Patient 
BENEFIT FROM RADIOGRAPHY 


HE dentist benefits because com- 
plete, thorough examination of a 
patient’s mouth can be made easily 
and quickly with radiography. He 
saves time... gives better service. 
The patient benefits because x-ray 
examination reveals more Cavities, ear- 
lier, than can be found with instru- 
mental examination alone... makes 
possible discovery and treatment of 
conditions that could not otherwise 
be found until complicated situations 
had developed. 


Since the first application of x-rays 


in dentistry, materials provided by 
Kodak have helped dentists get maxi- 
mum quality in their radiographs. To- 
day, Kodak makes available through 
your dealer a complete line of ma- 
terials for efficient, timesaving pro- 
cedure—films . . . chemicals. . . acces- 
sories for exposure, processing, 
and viewing. 


EASTMAN KODAK COMPANY 
X-ray Division 
Rochester 4, N. Y. 
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Number lI. 


For the treatment of 
PROCAINE DERMATITIS 


Osteomyelitis (dry sockets), Ath- 
lete’s Foot and other obscure topi- 
cal conditions. The constituents of 
the formula are on the label, which 
has taken more than six years of 
clinical experimenting to develop. 
This formula will be improved as 
scientific knowledge will permit. 


Price per jar $1.00. 


charges extra. 


FOWLER'S COMPOUNDS 


(TWO FORMULAS) 


These compounds may now be ordered separately, but not less than a 
$2.00 order. Until sufficient quantities are available and National 
distribution is obtained, one jar of No. 1 and two jars of No. 2 will be 
mailed post paid and tax paid upon receipt of $2.00. C.O.D.’s postal 


Ernest Fowler, D.M.D., Box 5343, Metro Station, Los Angeles 55, Calif. 


Number 2. 


For the care of 
ROUGH AND DRY HANDS 


This formula is a delicately scent- 
ed emollient compound which also 
makes a splendid over night facial 
cream as it is slowly absorbed. It 
should be used in conjunction with 
compound #1 by those afflicted 
with dermatitis. Your nurse will 
appreciate this formula. 


Price per jar 50 cents. 


Others Have Tried 
BS POLISHERS 
Why Not You? 


Many dentists have sent in the coupon 
below and found out why BS Polish- 
ers are preferred over many others. 
They can readily understand why this 
soft, flexible rubber polisher makes a 
patient feel safe and comfortable, 
also why it is easy for it to clean and 
polish every tooth to a lustre bright- 
ness. Why dont you find out these 
facts for yourself? Send the coupon 
in now! 


ARE SMALLE?? 


AND MORE> 
CONVENIENT 
TO WSE 


Young Dental Mfg. Co. 
St. Louis 8. Mo. 


Gentlemen: 

Without any obligation send us one of 
your BS POLISHERS — ABSOLUTELY 
FREE. 


Waar you don’t know about Ames 
Crown and Bridge Cement won’t hurt 
you— if you can stand the shock when 
you find out that Ames Cement pos- 
sesses inherent and exclusive qualities 
that valuably enhance and protect the 
work of the dentist. 


THE W. V-B AMES COMPANY 
Fremont, Ohio 


DENTAL CEMENTS 


“If the habit persists after the 
sixth year it is no longer to be re- 
garded as accessory to the taking of 
nourishment but rather as the reten- 
tion of an infantile pattern. It then 
becomes a problem, not only for the 
orthedontist but for the psychiatrist 
as well. 

“In my own practice I do not pay 
much attention to thumb-sucking in 
babies except to look into their feed- 
ing habits and consult with the pedia- 
trician when necessary. The cause 
of most malocclusion lies much deep- 
er than a local habit, and in my opin- 
ion orthodontists lay too much stress 
on this normal behavior pattern. | 
never advise mechanical appliances 
to check the habit, for they do not 
get at the cause. Moreover, it has 
been my experience and that of 
others as well that the child who is 
prevented from sucking his thumb 
often takes to masturbation and other 
undesirable habits. Thus the substi- 
tution may lead to consequences far 
worse than the habit itself.” 

We should all be happy that news- 
papers and magazines of wide circu- 
lation have enough interest to publish 
material on dental subjects. A great 
deal of the material is well conceived, 
well written, and factually straight. 
Professional organizations should do 
everything within their power to help 
writers who are preparing material. 
The Bureau of Public Relations of 
the American Dental Association and 
the Dental Information Bureau of 
New York are two agencies that are 
extremely helpful to people who are 
preparing articles on dental subjects 
for general circulation. Neither of 
these agencies attempts any censor- 
ship or slanting of the articles. The 
article on thumb-sucking in the Wom- 
an’s Home Companion enjoyed a cit- 
culation in the millions category. 
The article by Doctor Lewis, in a 
technical magazine, was read only 
by a few thousand dentists. We have 
to make up for the differential by 
telling our patients more about der- 
tistry at the dental chair. It would 
also be helpful if we had more 
pamphlets and authoritative booklets 
that we could distribute to patients. 
There is a wide field for good educa- 
tional material of this kind.—F. J. R. 
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10-15 minutes in so- 
lution (or overnight) 
1 glass water fo a 
capful of POLIDENT 


Hold under running “g 
water to rinse— 


THAT'S ALL 


OF POLIDENT 
fo your patients insures you a mini- 
mum of complaints of gum irritation 
and improper fit —so often caused by 
cleansing with brush and abrasive 
nd Bpowders...and a maximum of denture 

re i life, good appearance and cleanliness. 

‘POLIDENT is safe and easy to use... 

or- Band easy for you to explain to your 

m- @Patients how to use in the safe care 


ry. of their dentures and bridges. For 


fee professional samples, write to 


by FHUDSON PRODUCTS, INC. 
uld HIGH STREET, JERSEY CITY 6, N. J. 


lets TENTURES K T 


* 


1Ca- leading manufacturers of acrylic denture material. * 
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HYGIENE this month 


The Present-Day Fee Problem 


“Every time someone mentions 
fees, his colleagues feel uncomfort- 
able and we are all in a great hurry 
to move on to another question,” says 
Doctor David Tabak in his article on 
page 1190 of the July issue of Oral 
Hygiene. With great candor, the au- 
thor discusses his own past mistakes 
in determining fees and gives sound, 
practical advice to other dentists who 
have the same problem. 

* * * 

On page 1208, you will find the 
Basic Fee Schedule of the Veterans 
Administration, giving charges for 25 
different classifications of dental treat- 
ment. You will perhaps want to cut 


out and save this table for reference. 


“The Occupational Hazards in Den- 
tal Practice” ... The practice of den- 
tistry imposes certain physical strains 
on the operator. Oral Hygiene’s re- 
cent poll to determine the nature and 
severity of these strains has been of 
great interest to the members of the 
dental profession. Over 2,400 prac- 
titioners answered the questions, and 
the tabulated results are analyzed by 
Florence E. Biller in the July issue 
of the magazine, page 1194. 

* * * 


“The Youngster and You”... 
“How many youngsters recoil from 


dentists — and vice versa — is not 
known.” Doctor Albert G. Pietsch dis- 
cusses the reasons for this mutual 
antipathy and suggests that “The den- 
tal practice with no place for the child 
patient is comparable to a lake with- 
out a source of adding to itself.” You 
will find page 1202. 


“Dentists Testify in Washington” 
... According to George B. Fritz, the 
public hearings on the Wagner-Mur- 
ray-Dingell Bill have been far from 
calm. He says, “Spectators who came 
looking for spirited debate and orig- 
inal invective were not disappointed. 
. .. The first-day festivities stimulat- 
ed public interest to such a pitch that 
guards had to be stationed outside the 
small committee room to keep out the 


overflow crowd. Later, the hearings 


were transferred to the big caucus 
room, large enough to accommodate 
the crowds that clamored for admis- 
sion. “You will want to read this full 
account (page 1212) of these “spirit- 


ed debates.” 
* 


In addition to these five articles, 
there are all of the regular depart- 
ments and many short articles and 
features. One of these, “Confusion 
Under the Caduceus,” you will find 
especially interesting. 
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Prolapse of the 


Mucous Membrane 
of the Maxillary 
Sinus: A Case Report 


K. P. DURKACZ, M.B., Ch.B. 


REAL PROLAPSE of the mucous mem- 
brane of the maxillary sinus into the 
oral cavity is an extremely rare con- 
dition. Before diagnosis it is neces- 
sary to differentiate between a cyst 
developing within the sinus and de- 
stroying its wall and a mass of granu- 
lation tissue. 


Examination 


A man, aged 42, called with a mi- 
nor complaint. On inspection, the 
following were observed: 

1. A bulging of the mucous mem- 
brane on the palatal side, protruding 
from under the abutment of a bridge 
on the right side of the upper jaw. 

2. This was of strikingly bright-red 
color different from that of the sur- 
rounding gum. 

3. The swelling was the size of a 
medium cherry. 

4. On palpation it felt soft. The 
finger-tip, pushed inside, would go 
partly into the maxillary sinus, while 
the edges of the opening could be 
easily felt. 


History 


The patient was fully aware of the 
condition. He stated that seven years 
ago he had two teeth extracted from 
the right maxilla. He had never no- 
ticed any discharge at that or at any 
other time before or after extraction 
and had never experienced any pain. 
Soon after the extraction, the bridge 
was inserted. The bulging became no- 
ticeable a few months later; however, 
as it did not cause him any incon- 
venience he had not consulted a: 
dentist. 


To exclude the possibility of an i~ 
fective process in the sinus, the pé 
tient was sent to a laryngologist who 
performed an exploratory puncture 
of the sinus. No changes were found 
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